Purpose. To examine the feasibility of using the taxonomy of professional and unprofessional behaviors presented in the American Board of Internal Medicine's (ABIM's) Project Professionalism to categorize ethical issues that undergraduate medical students perceive to be salient. Method. Beginning second-year medical students at the University of Washington School of Medicine (n = 120) were asked to respond to three open-ended questions about professional standards of conduct and peer evaluation. Two of the authors read and coded the students' responses according to the ABIM's elements of professionalism (altruism, accountability, excellence, duty, honor and integrity, and respect for others) and the challenges to those elements (abuse of power, arrogance, greed, misrepresentation, impairment, lack of conscientiousness, and conflict of interest). Coding disagreements were solved using review and revision of the category definitions. New categories were created for students' responses that described behaviors or issues that were not captured in the ABIM's categories. Results. A total of 114 students responded. The ABIM's professional code was adapted for students and teachers, making it context-and learning-stage-specific. One new category of challenges, conflicts of conscience, was added, and one category (abuse of power) was expanded to include abuse of power/negotiating power asymmetries. Conclusions. Using the ABIM's taxonomy to name professional and unprofessional behaviors was particularly useful for examining undergraduate medical students' perceptions of the ethical climate for learning during the first year of medical school, and it holds promise for research into changes in students' perceptions as they move into clinical experiences. Using the framework, students can build a unified professional knowledge-and-skills base.
lay people, and not yet physicians, during this ''betwixt and between'' stage of professional development, medical students are nonetheless expected to demonstrate professionally appropriate, ethical behavior. Knowing what constitutes ethically appropriate behavior is challenging. Much of what these students observe in others is new, and it is difficult to distinguish behaviors they might see as morally questionable from those that simply differ from their past experiences. Even before beginning clerkship rotations, students often voice a need for guidance and instruction concerning professional roles and expectations. Their identity and values are often shaken as they struggle to leave one culture while joining another.
The students' need for guidance often goes unmet as they navigate through the change in culture. Although ethics is commonly taught during the first two years of medical school, the focus tends to be on ''hot topics,'' such as physicianassisted suicide and abortion. The teaching of developmentally appropriate ethics to medical students has been advocated, 1 but, there is little guidance on how to approach this teaching. The ''teachable moments'' that appear so obvious in the clinical arena seem much less so among the academic routines associated with attending classes and taking tests. While interest in teaching communication skills and other aspects of professional behavior has increased, the challenging evolution of the students' concept of professionalism still lacks emphasis.
In previous work, we found content analysis useful for illuminating students' perceptions about stage-specific professional issues related to role transition and academic concerns (including fairness in grading, competition, and cheating). 2 In response to a 1998 survey, second-year students at the University of Washington School of Medicine indicated that they were acutely aware of their change in status in the first year of medical school. They were fully cognizant that the rules governing their behavior and the standards by which their actions were judged had changed. When asked what, if any, professional issues had arisen for them during their first year of training, almost all respondents were able to describe at least one interaction they perceived as problematic. Many of these examples were related to issues of role transition. 2 Our students' ability to discern and describe behaviors they considered questionable amplifies Satterwhite's finding that medical students' exposure to ethically problematic behaviors begins as early as the first year of medical school. 3 It also provides evidence of an ethical sensitivity that can be nurtured in ways that promote the development of professionals who ''aspire to altruism, accountability, excellence, duty, service, honor, integrity, and respect for others.'' 4 As Christakis and Feudtner have argued, the ethical processing that students develop to resolve the ethical dilemmas they experience early in their training follows them into their internships and residencies, and beyond. 5 So too do the patterns of interactions that students develop in the context of their academic encounters with teachers, colleagues, patients, and medical school administrative and authority figures. 6 For these reasons, we have been developing role-and stage-appropriate ethics education for first-and second-year students.
To advance this work, we sought a framework that could help students with the concept of role-appropriate professional behaviors across institutions and along the continuum of professional development. Further, believing that connections could be drawn between ethical issues that are salient before clinical experience begins and those that are salient in clinical experiences, we desired to locate or create a conceptual framework that would elucidate these connections and facilitate communication about early training in professionalism nationally.
The specific aim of this project was to develop or adapt an instrument that would guide efforts to fashion an integrated and developmentally appropriate four-year ethics curriculum, one informed by students' experiences with and perceptions of professional issues across the continuum of their education. Our intent was to use the instrument as an aid in delineating role-appropriate professional behaviors and as a means for identifying teachable moments throughout the educational program. We hoped that such an instrument might also be used to guide future efforts to study professional development, evaluate the medical school's ethical climate, and outline behavioral expectations for students in medical school.
To all of these ends, we examined the feasibility of using the taxonomy of professional and unprofessional behaviors presented in the American Board of Internal Medicine's (ABIM's) Project Professionalism to categorize the ethical issues that undergraduate medical students perceive to be salient. We explicitly experimented with extending the use of the ABIM's taxonomy into the undergraduate arena. We theorized that the taxonomy would not only allow us to identify and categorize reported professional and unprofessional behaviors, but also guide our efforts in illuminating for students the connections between their early interactions with teachers and colleagues and their later experiences with patients and colleagues.
METHOD
During an off-site orientation in 1998, all medical students beginning their second year at the University of Washington School of Medicine (n = 120) were asked to respond to three openended questions about professional standards of conduct and peer evaluation. The questionnaires were distributed at the start of a session on ethics and professionalism, and all participants were given time to write free narrative responses to the questions. The Institutional Review Board of the University of Washington approved this study; all responses were anonymous.
In this report, we discuss the students' responses to the item: ''Take a few moments to review individually, what sorts of situations have you encountered in the first year of medical school that raised questions or issues for you regarding 'professionalism?' (briefly identify these below).'' Our adapted coding framework took form incrementally during a series of meetings in which we reviewed and compared subsets of responses each author had coded individually.
During the coding, our primary goal was to determine just how easy it would be to use the ABIM's Project Professionalism materials to categorize the students' narrative descriptions of the professional and unprofessional behaviors that concerned them. The first and second authors (LR, CB) independently coded a subset of the responses, using both the ABIM's elements of professionalism: altruism, accountability, excellence, duty, honor and integrity, and respect for others, and the seven chal-lenges to those elements: abuse of power, arrogance, greed, misrepresentation, impairment, lack of conscientiousness, and conflicts of interest. Each used qualitative analysis software to facilitate categorization and coding. At the earliest meetings, LR and CB compared coding assignments and decided whether to continue to work with the ABIM framework, develop our own framework, or search for another. Because we had achieved a relatively high level of agreement in coding, we chose to continue working with the ABIM's elements of professionalism and adapting it as needed.
To make coding as easy as possible, we made the framework explicit. Robins formulated descriptions of appropriate professional behaviors for undergraduate medical students based on those written by the ABIM for residents and interns. Braddock attempted to generate from the students' responses of behaviors examples that would connect undergraduate medical students' specific observations with the ABIM's categories. Finally, the third author (KE) tested the framework's ease of use by coding a subset of responses. At a subsequent meeting, LR and KE discussed the strengths and weaknesses of the framework and compared KE's coding of the subset with the coding we had agreed upon earlier.
Throughout the process, coding disagreements prompted review and revision of the category definitions in question. After discussing and reaching agreement on the criteria for distinguishing one category from the other, we achieved consensus about our coding. We created new categories and definitions for survey responses that described behaviors or issues that were not captured in the ABIM's categories.
RESULTS AND DISCUSSION
We extended the ABIM's taxonomy concerning professional relationships to include guidelines for and descriptions of professional relationships between undergraduate medical students and teachers and undergraduate medical students and their undergraduate peers. Second-year students' narrative responses (114/120, 95%) to a question about the contextually salient ethical and professional dilemmas they had faced in their first year of medical school were at the heart of our project. In all instances, we adapted the ABIM's definitions and descriptions to fit the realities of the undergraduate medical school context. Our four-column table makes visible to ourselves and to others the links between the on-the-ground behaviors described by the students and the ABIM's abstract professional categories (see Table 1 ). Figure 1 illustrates our approach using the example of a student's report that it was troubling being entrusted as a student to perform histories and physicals, possibly exceeding the student's abilities-without supervision. From our perspective, this scenario exemplified the student's nascent struggle to behave altruistically. The student's narrative essentially identified a conflict of interest: On the one hand, the student recognized the need to learn the skills of taking a history and performing a physical examination. On the other, the student recognized that this educational need was at odds with the patient's expectations for the best and most competent care. The student was struggling with how to balance his or her own selfinterest with that of the patient. Thus, we adapted the ABIM's code to make it context-and stage-specific. Altruism, in our expanded framework, includes a recognition of the student-identified issue that ''using patients as learning material'' is problematic because it can conflict with putting the best interests of the patient first.
To make our coding transparent to others, as well as to ourselves, we operationalized it. In the third column of our table, we list the student-identified issue. Using the example of altruism discussed above, we note in the table that students have difficulty reconciling their learning-driven relationships with patients and their future care-driven relationships as physicians. By reflecting on this process of moving from behavior to code to context-specific behavior, we realized the educational potential of framing seemingly abstruse concepts such as altruism in terms of on-theground professional dilemmas identified by students.
Some students' experiences did not fit well within the ABIM's framework, despite our attempts to adapt them. In a few instances, we created a new code to more accurately capture the issue raised by the student. In one example, we began with a student's report that resolving conflicts with faculty is problematic because students risk retaliation for their actions (see Figure 2 ). There seemed to be no ABIM code that addressed this issue, so we created our own, ''negotiating power asymmetries.'' Here, we noted that undergraduate medical students are concerned with how to speak up when they observe teachers (and other superordinates) acting unprofessionally. 7 The essence of this category is that students are silenced or bewildered by power. Especially troubling to students was that their silence was often misinterpreted as complicity with behaviors they perceived to be unethical or unprofessional. The ABIM's taxonomy recognizes abuses of power that are contextually relevant at the graduate and professional levels. Our newly created code additionally addresses the concerns of undergraduate medical students.
This project demonstrated both the utility and the limitations of applying the ABIM's existing framework for understanding professional development in second-year medical students. We were able to further elucidate the meaning that framework held for students. At the same time, we were able to identify new, meaningful additions to the 
Elements of professionalism
Altruism Altruism is the essence of professionalism. The best interest of patients, not self-interest, is the rule.
The idea of ''using patients'' as learning material can conflict with putting the best interest of the patient first. Concern for evaluations can threaten good patient care if altruism is not properly taught and modeled.
Students have difficulty finding a balance in their roles as learners and as future physicians.
Unsupervised procedures.
Being entrusted as a student to perform patient histories and physicals, possibly exceeding my abilities, without direct supervision.
Accountability
Accountability is required at many levels-individual patients, society, and the profession. Physicians are accountable to their patients for fulfilling the implied contract governing the patient-physician relationship. They are also accountable to society for addressing the health needs of the public and to their profession for adhering to medicine's time-honored ethical precepts.
Teachers and institutional representatives are accountable to medical students for role modeling professional attitudes, skills, and behaviors. Consistency between rules and practices within the teaching institution is necessary in order to foster accountability in learners.
When institutional policies governing student behavior are not enforced, students raise concerns that peers are not learning to be accountable for their actions.
Lack of faculty support regarding disrespectful behavior of classmates. Alcohol at med school functions. Working within a system that does not seem to take responsibility or proper disciplinary action for the actions of its students.
Excellence
Excellence entails a conscientious effort to exceed ordinary expectations and to make a commitment to lifelong learning. Commitment to excellence is an acknowledged goal for all physicians.
Medical students are expected to perform to a ''higher standard.'' Excellence, however, is difficult to quantify, and this creates student anxiety about exact standards for studying, exam performance, and public behavior.
Students have a nascent sense that ''average'' is not adequate in medicine, that there is a higher standard. They are concerned about peers who do not appear to share this belief. Practitioners or students who take shortcuts do not fulfill professional expectations to achieve excellence.
When 70% is all that is needed to pass, am I wrong in not trying to do better than that? Duty Duty is the free acceptance of a commitment to service. This commitment entails being available and responsive when ''on call,'' accepting inconvenience to meet the needs of one's patients, enduring unavoidable risks to oneself when a patient's welfare is at stake, advocating the best possible care regardless of ability to pay, seeking active roles in professional organizations, and volunteering one's skills and expertise for the welfare of the community.
Students' commitment to serve patients can become confused by their duties as a student to ''do well'' on exams and evaluations. The focus should be on preserving professional values even when one's own comfort is at stake. Teachers and institutional representatives should work to ameliorate conflicts, perceived and real, so that students can embrace a commitment to serve. The duty to the profession is bigger than one's personal beliefs at times.
''Practicing what you preach.'' Part of duty seems to be giving up certain freedoms in exchange for the trust that comes with the role of physician. Residents' call schedule can create a resentment of duty.
Small-town doctors being on call 24 hours, 7 days/week. Being a parttime doctor-how the medical profession sees you.
Honor and integrity Honor and integrity are the consistent regard for the highest standards of behavior and the refusal to violate one's personal and professional codes. Honor and integrity imply being fair, being truthful, keeping one's word, meeting commitments, and being straightforward. They also require recognition of the possibility of conflict of interest and avoidance of relationships that allow personal gain to supersede the best interest of the patient.
Undergraduate medical students must eschew all forms of cheating, including plagiarism, citing articles without having read them, or signing someone's name to an attendance sheet. Honor and integrity may also require recognition of the possibility of conflict of interest and avoidance of competitive behaviors that allow personal gain to supersede the best interest of other students (e.g., withholding educational resources).
Where students are present, faculty role models need to demonstrate consistency between public and private behaviors or address the inconsistencies.
Students are more concerned about failing a perceived standard than transgressing. They are concerned about not overtly competing or cheating, but rather being cooperative in relations with other students. Excessive competition or lack of cooperation were of concern. Students are aware that they must meet standards of conduct that are higher than those expected of nonmedical students.
There is a concern about public perceptions of physicians.
Finding out about students who had been in some way dishonest in their med school apps, and feeling complicit by not ''doing something,'' but not knowing what to do. Failure to share information with classmates: competition rather than mutual support.
Image as an MD to the community.
Respect for others
Respect for others (patients and their families, teachers, other physicians, and professional colleagues such as medical student peers, nurses, residents, and subspecialty fellows) is the essence of humanism, and humanism is both central to professionalism and fundamental to enhancing collegiality among physicians.
A major responsibility of those training residents and fellows is to emphasize the importance of professionalism in the patient-physician relationship and to illustrate this by example. The respect and trust placed in physicians by their patients and professional colleagues are something to be cherished and promoted and not abused. Not allowing patients to voice their wishes or contribute to decision making is an abuse of power. Other examples include: allowing financial and academic competitiveness to affect honest evaluation of one's peers and trainees, using junior colleagues to advance one's career, and gratuitous denigration of junior colleagues.
Medical students are expected to learn in the context of patient encounters. Explaining this to patients when students are present is ideal because it demonstrates respect to both patients and students and prevents either from feeling uncomfortable or abused. The treatment of patients, colleagues, and trainees as means to one's career ends is an abuse of power.
Students were made uncomfortable by the behavior of physicians toward (junior) colleagues and trainees. Students were bothered by preceptors who used their authority as providers to cause patients to cooperate or go along with their plans, or to include students as members of the care team.
Poor treatment of students/coworkers by working physicians. Being present for surgeries/procedures without being introduced to the patient or asking his or her permission to be present.
Bias and sexual harassment
Bias and sexual harassment are the obverse of respect. The profession has a responsibility to ensure an environment in which all colleagues enjoy respect for their contributions and where they can advance to their full potential, irrespective of their disability, ethnicity, gender, race, or religion. This responsibility involves eliminating both the large and the small inequities that bias against the professional and personal development of individuals.
The medical school has a responsibility to ensure a learning environment in which faculty role models and student peers respectfully acknowledge the diversity of backgrounds, beliefs, and sexual orientations in the institution. Demonstrated bias toward patients based on sociocultural background or sexual orientation is unprofessional and creates a hostile learning environment for students. Joking behaviors and remarks that reinforce stereotypes or bias cannot be tolerated; they must be redressed. Similarly, sexual innuendo and unwanted sexual advance have no place in the learning environment.
Students recognize bias in negative comments made about patients, based explicitly on socioeconomic status, gender, or other cultural characteristics. Students also recognize bias in comments made by peers and superiors that are sexually insensitive or threatening.
Public health clinic preceptor encouraged me to learn and practice many more techniques on her patients than a private practice preceptor. . . . I felt it was due to the fact that her patients had less education, money, and prestige. Being treated inappropriately because I'm female. Gossiping/joking about colleagues' and professors' sexual orientationwhich I consider unprofessional and inappropriate. Heard MD commenting on patient's breasts in front of her.
Negotiating power asymmetries
New category Students' silence, which is frequently due to their powerlessness, is often misinterpreted as complicity with behaviors they perceive to be unethical or unprofessional. Of concern to undergraduate medical students is how to speak out when they observe their teachers (and other super-ordinates) acting unethically or unprofessionally.
The essence of this category is that students are silenced or bewildered by power. Students report that when a wrong is committed by actors who have substantially more power than they do, they are uncertain about how to proceed.
Working with a very offensive doctortrying to figure out how to deal with him. Disagreeing with a superior. Conflicts with faculty and how to resolve them without suffering serious repercussions.
Arrogance
Arrogance means an offensive display of superiority and self-importance. Arrogance denotes haughtiness, vanity, insolence, and disdain.
Failing to recognize the difference between one's personal opinions and the role of physician is unacceptable in the medical school learning environment.
Students are put off by displays of egocentrism and haughtiness. I was surprised by the attitudes and egocentrism of several individuals, including a number of professors.
Greed Greed can be defined as the inappropriate aspiration for fame, power, or money. When greed exists, altruism, caring, generosity, and integrity are compromised significantly.
Not applicable.
No instance reported.
Misrepresentation
In the context of unprofessional behavior, misrepresentation consists of lying and fraud . . . lying may be a borderline matter, but generally is not in the best interest of the patient.
Referring to students as doctors in the presence of patients conveys misleading information about students' knowledge, skill level, and status. Although frequently expedient, representing students as doctors is problematic because it conveys the message that such misrepresentation is acceptable. Performing procedures on patients in the ER who may be unable to consent. Balancing one's own religious/social beliefs with those of patients (when they are clearly opposed).
*Second-year medical students were asked to describe in writing the salient ethical and professional dilemmas they faced in their first year of medical school. The authors coded and categorized the students' responses to link to the ABIM's Project Professionalism taxonomy. concept of professionalism for students at this level. We discovered that first-year students do possess nascent concepts of altruism, as evidenced in their desire to determine how they should balance patients' interests and their own self-interests. Similarly, the concept of misrepresentation appeared to be salient to students at this early stage of their professional development. They reported being made very uncomfortable when teachers, preceptors, and residents referred to them as ''doctors'' in front of patients Figure 2 . Illustration of the author's approach for relating an undergraduate medical student's report of unprofessional behavior to the American Board of Internal Medicine's Project Professionalism taxonomy for graduate medical education and board-certified internists when no category existed.
because they felt as if they were being complicit in an act of patient deception. Although they did not label their superiors' behaviors ''misrepresentation,'' the students were fully able to describe these and other instances of misrepresentation that fall within this conceptual category, as defined by the ABIM.
As educators, we need methods to help students make connections between seemingly remote professional concepts such as ''altruism'' and ''misrepresentation'' and their daily experiences. Framing these seemingly abstruse concepts in terms of student-specific dilemmas and giving them a name can focus learning and infuse it with meaning. Using our coding scheme, we categorized the types of ethical dilemmas the students reported and counted the frequencies with which they were mentioned. In this respect, our instrument holds promise for research into changes in students' perceptions of the most salient ethical issues they face at each stage of their education. For example, we found that first-year students reported most frequently grappling with issues related to respect for others, abuse of power, honor and integrity, and misrepresentation. They did not yet report grappling with the ethical dilemmas associated with conflict of interest (e.g., self-referral, acceptance of gifts, collaborating with industry). 8 We would predict, however, that as students enter the clinical arena, they will increasingly encounter and report situations that raise ethical issues related to a variety of types of conflicts of interest.
As an educational tool for the undergraduate medical school curriculum, the ABIM's framework allows beginning students to delineate between their professional concerns of the moment and those they will face throughout their professional development. Our table, for example, makes it easy for educators to connect a student's observation about lack of respect for instructors (e.g., showing up late, asking inappropriate questions, and talking during lectures) to an ongoing conversation about professional expectations-i.e., to create a teachable moment. Faculty who teach in the first and second years of medical school can also use the table as a resource for preparing stage-specific ethics and professionalism cases for teaching and learning. The ethical and professional dilemmas described by our students ground the ideals of altruism, accountability, excellence, duty, service, honor, integrity, and respect for others in a context that enables reflection about the ideal behaviors physicians aspire to and the barriers and facilitators to achieving them.
